ABSTRACT
Introduction
in New Zealand, as in other OeCD (Organisation for economic and Co-operation and Development) countries, there is a high prevalence of mental health problems, 1 and this population have multiple and often complex needs for both mental and physical healthcare.
to better meet the needs of people with mental health problems within primary healthcare services, New Zealand's ministry of Health funded the first wave of Primary mental Health initiatives (PmHis) in 2005. 1 This involved the development of different service delivery models across the country, with elements specific to local needs. 1 The ministry of Health This funding targets priority groups who have a higher prevalence of mild-to-moderate mental health and addiction problems, such as people who are māori, Pacific or have low incomes. 3 Components of primary mental healthcare include extended consultations, assessments, brief interventions (including counselling), other psychosocial interventions and medication reviews. 4 The physical health of people with mental health problems is a sizeable issue. The lifetime prevalence rates of anxiety and mood disorders are estimated at 25% and 20% of the population respectively, and this is coupled with high levels of co-morbidity with physical health problems. 5 it is important, therefore, to understand and monitor the effect of the government's primary mental healthcare initiatives and any unmet needs for primary care services. to address this need for information, the New Zealand Health Survey (NZHS) may be a useful source of data on primary healthcare utilisation among people with mental health problems. The NZHS has been conducted each year since 2011, and is used to examine the primary healthcare utilisation of the general population to inform the development of health services, policy and strategy. 6 The survey also collects information on mental health problems, including depression, anxiety and bipolar disorders. 6 However, to date, it has not been used to specifically investigate the utilisation of primary care services among people with mental health problems. against this background, the objective of the study was to use data from the 2015-16 NZHS to examine the following issues: (i) the associations between internalising disorders (depression, anxiety and bipolar disorders) and measures related to the utilisation of primary healthcare services; and (ii) to adjust these associations for sociodemographic factors including age, gender, ethnicity and socioeconomic status. more generally, the study aimed to provide contemporary data on the associations between internalising disorders and primary healthcare utilisation in New Zealand.
Methods

Study design
This investigation was carried out using 2015-16 NZHS data. The NZHS survey had a multi-stage, stratified, probability-proportional-to-size sampling design and was administered face-to-face with computer assistance to a sample of 13,719 adults (aged 15 years and over) living in the community. 7 ethical approval for the 2015-16 NZHS was granted by the New Zealand Health and Disability multi-region ethics Committee. The questions used to enquire about mental health diagnosis and primary healthcare utilisation were validated through cognitive testing undertaken by an external agency, and then tested. For most questions, a 12-month recall period was used to capture contacts with services. However, questions about patient experience (like satisfaction, confidence and trust with a general practitioner) relate to visits that occurred in the last 3 months to reduce recall bias. 7 
Measures
The following measures from the 2015-16 NZHS were included in the analysis.
Internalising disorders: Self-report diagnosis, based on the participants response to being asked if they had ever been told by a doctor that they have depression, bipolar disorder (sometimes
WHAT GAP THIS FILLS
What is already known: The New Zealand Health Survey is conducted annually to assist with the development of health services, policy and strategy. It has not been used specifically to investigate the utilisation of primary healthcare services for people with mental health problems.
What this study adds: Adults with internalising disorders are more likely to access primary healthcare services, to experience greater levels of unmet need for these services and higher levels of dissatisfaction with the primary care services they receive. The New Zealand Health Survey may be a useful source of routinely collected data for informing and monitoring the development of primary mental healthcare policy and practice over time.
70
VOLUME 10 • NUMBER 1 • MaRch 2018 J OUrNal OF PrimarY HealtH Care called manic depression) or an anxiety disorder (including panic attacks, phobia, post-traumatic stress disorder and obsessive-compulsive disorder).
Self-perceived health status: Current health status was rated on a five-point scale ranging from 1 (excellent) to 5 (Poor). low self-perceived health was based on responses of 4 or 5.
Primary health service utilisation: Participants were asked about their general practitioner (GP) visits, practice nurse (PN) visits and after-hours medical centre visits (excluding public hospital emergency departments) in the past 12 months (Yes/No; three items) and also whether they had a usual healthcare provider (such as a GP clinic or medical centre) they go to when feeling unwell or injured (Yes/No).
Barriers to access:
Participants were asked whether they had experienced unmet needs for GP services (having a medical problem but not visiting a GP) due to cost or lack of transport; and unmet needs for after-hours services due to cost or lack of transport in the past 12 months (Yes/No; four items). Participants were also asked whether they had been unable to collect prescription items from the pharmacy or chemist due to cost in the past 12 months (Yes/No).
Experience using primary healthcare services:
Participants who had visited their GP in the past 3 months were asked whether they had definite confidence and trust in their GP, if their GP was good at explaining health conditions and treatments, and good at involving them in decisions about care and treatment options (Yes/No; three items).
Psychiatrist visits: Participants were asked to indicate whether they had seen a psychiatrist in the past 12 months (Yes/No).
Sociodemographic characteristics: Sociodemographic characteristics examined included gender (female/male), age (years), ethnicity (māori; Pacific; asian; european; and Other) and socioeconomic status, as indicated by the New Zealand index of Deprivation 2013 (NZDep2013).
Statistical methods
Descriptive analysis: in the first stage of the analysis, the number of people with and without internalising disorders was examined. The sociodemographic characteristics among respondents with and without internalising disorders, were investigated using chi-square tests of association. in the group with internalising disorders, visits to psychiatrists in the last 12 months were also examined using chi-square tests of association.
Bivariate analysis: in the second stage of the analysis, chi-square tests were conducted to determine whether there were any significant associations between having an internalising disorder and each dependent variable examined. Odds ratios (Or) were calculated through logistic regression analysis to examine the strength of the association. an Or >1 indicates people with an internalising disorder had increased odds associated with the dependent variable, and an Or <1 indicates reduced odds.
Multivariate analysis: multiple logistic regression analyses were conducted to examine the odds of each dependent variable being associated with having an internalising disorder, while controlling for age, gender, ethnicity and socioeconomic status. The analysis did not control for comorbidities of long-term conditions. all analyses were performed using Stata version 12 (StataCorp lP, College Station, tX, USa), using listwise deletion.
Results
Internalising disorders
Of the 13,719 respondents, 2,957 (18.8%) people reported having been diagnosed by a doctor, sometime in their life, as having one or more of the following diagnosis: anxiety, depression or bipolar. Of these people 6.3% had seen a psychiatrist in the past 12 months.
adults with an internalising disorder were significantly more likely to be female (64%, P < 0.001) compared to adults without a disorder (48% female), and were on average older (mean age: 47 vs. 45 years respectively, P < 0.001). adults with an internalising disorder were significantly more likely to identify as european (89 vs. 74%, P < 0.001) and less likely to identify as Pacific (3 vs. 7%, P < 0.001) or asian (4 vs. 14%, P < 0.001), compared to adults without a disorder. There was no significant difference in the proportion of people who identified as māori, and no significant difference between groups in relation to socioeconomic status. Barriers to accessing primary healthcare services as shown in Figure 2 , adults with an internalising disorder were two times more likely to be unable to get an appointment at their usual medical 
Self-perceived health status
Discussion
This analysis of the NZHS indicates adults with internalising disorders are more likely to access primary care services, to experience greater levels of unmet need for these services, and have higher levels of dissatisfaction with the primary care services they receive.
Use of primary healthcare services in line with te rau Hinengaro, 5 only a small proportion of adults diagnosed with internalising disorders had seen a psychiatrist in the past 12 months. Post-hoc analysis, removing this group from the multivariate analysis, resulted in no material change in the results. This further highlights the importance of primary care services in addressing both the person's mental and physical health needs. Findings also corroborate previous research showing that people with internalising disorders tend to have poorer self-perceived health 8, 9 and higher levels of primary health service utilisation, 5 compared to people without an internalising disorder. This is likely to reflect the higher prevalence of somatic symptoms and comorbid physical health conditions among adults with an internalising disorder, and the higher level of support needed. 5 Barriers to accessing primary health services adults with internalising disorders were less likely to experience timely access to services. This unmet need for care may have been due to no appointments being available, unsuitable appointment times or preferred doctors being unavailable. 10 Having an internalising disorder Figure 2 . Adjusted odds ratios between internalising disorders and barriers to accessing primary healthcare. An odds ratio (OR) >1 suggests that a person with an internalising disorder is more likely to experience barriers to access compared to a person without an internalising disorder. CI: confidence interval. GP: general practitioner Figure 3 . Adjusted odds ratios between internalising disorders and experience in using primary healthcare services. An odds ratio (OR) <1 suggests that a person with an internalising disorder is less likely to report positive experiences in using primary health services compared to a person without an internalising disorder. CI: confidence interval. GP: general practitioner VOLUME 10 • NUMBER 1 • MaRch 2018 J OUrNal OF PrimarY HealtH Care 73 was also associated with higher levels of unmet need for primary healthcare services due to cost and transport, including the collection of prescription items from a chemist or pharmacy.
New Zealand has various centrally led funding initiatives aimed at reducing cost barriers to primary care access, particularly for people with higher health needs and low income. initiatives are currently in place to help reduce the costs of primary healthcare services and prescriptions, provide extended hours, walk-in services without the need to reserve appointments, easily accessible clinics and additional care (such as emergency dental care and lifestyle changes). [11] [12] [13] [14] However, issues have been raised about the ability of some of these initiatives to support people with multimorbidities. 15, 16 There is growing evidence that models of collaborative care, which include delivery system re-design, use of clinical information systems, decision support tools and good links with community resources and services, are effective in improving access to primary care, satisfaction with care, and health outcomes. 17 Experience in using primary healthcare services
The likelihood of reporting positive experiences with primary care services was lower among adults with internalising disorders. These people had lower confidence and trust in their GP compared to people without a disorder, and were also less likely to feel their GP was good at explaining health conditions and treatments or involving them in making decisions about their care and treatment options. Given that GP services are the first point of contact with the health system, this finding has important implications.
While use of primary care is comparatively higher among people with mental health problems, they tend to receive fewer physical health checks and screening, 18 which can lead to the delayed diagnosis of physical health problems. in a recent New Zealand cohort study, later diagnosis was identified as one major factor contributing to the lower levels of breast and colorectal cancer survival among people accessing specialist mental health services. 19 issues of delayed diagnosis can be improved by increasing service providers' awareness of comorbid health problems and the reasons behind them, actively avoiding diagnostic overshadowing, empowering people's efforts to seek treatment, collaborating with other providers, encouraging regular check-ups and providing extended consultation times. 20 recent qualitative data indicate 'feeling listened to' and having a trusted healthcare practitioner that provides clear information is highly valued by people with multimorbidities, and is likely to influence how they manage their conditions. 16 
Implications
The findings from this analysis of the NZHS make two important contributions to understanding the linkages between mental health problems and primary healthcare. First, they provide contemporary data on a range of outcomes relating to primary health service utilisation, barriers to service access and experiences with these services, which may be used to motivate and inform policy and practice development in this area. Second, the findings provide benchmarks against which to evaluate the success of policy changes and initiatives.
in New Zealand, there is increasing focus on primary mental healthcare in policies and from healthcare practitioners, 2, 21 in part because this is an issue that affects a substantial proportion of the population and is recognised as a growing health need.
1 in any year, one in five New Zealanders will experience a mental health problem, and the absolute number of people affected is increasing amid a growing population. 22 This growing demand for mental healthcare within primary care services is an issue also being faced by other countries. The World Health Organization's Mental Health Action Plan 2013-2020 23 proposed that service reorganisation and expanded coverage is needed, shifting the focus of care into non-specialised settings and increasing coverage of evidencebased interventions, which incorporate steppedcare approaches. The action plan also identifies the need for funding, workforce development and the integration of primary and community healthcare services. 24 indicated a competent and capable workforce will require training and development programmes to strengthen awareness and understanding of comorbidities, and a stepped-care model for the integration of primary, community and specialist services. moreover, a recent collaboration between New Zealand's four largest primary health organisations (PHOs) and Platform trust described a future vision of primary mental healthcare in Closing the Loop. 2 This vision involves a system of care that is person-centred, integrated and considers people's first point of contact through to the outcome.
Limitations
The data from the NZHS is self-reported, which has likely underestimated the prevalence of internalising disorders. Furthermore, while internalising disorders may affect use of primary health services, the NZHS data does not indicate whether consultations were sought mainly to address physical health or mental health problems. as a result, Ors may be underestimated in this analysis; first, because people in the sample who were identified as having no internalising disorder may have undiagnosed mental health problems; and second, in contrast to previous findings from te rau Hinengaro, 5 the 2015/2016 NZHS did not find that māori, Pacific and asian people were more likely to have an internalising disorder. in addition, binary responses to many of the questions relating to service utilisation provide a limited measure to explore complex issues such as satisfaction with GP explanations.
Conclusion
Data from the 2015-16 NZHS show the higher need for primary healthcare among adults with internalising disorders. Findings indicate that even though adults with internalising disorders have greater need for primary healthcare services, they experience more barriers to accessing these services, and report less positive experiences with GPs, than people without an internalising disorder. as the utilisation of primary mental healthcare continues to grow, and clinicians continue to develop new models of care, this study indicates the NZHS may be a useful source of routinely collected data for understanding and monitoring primary health service utilisation and experiences among people with internalising disorders.
